We report a case of a traumatic diaphragmatic hernia presenting as a faeco-pneumothorax 18 months after the initial injury. We are unable to find a similar presentation in the literature.
Case report
A 45-year-old man of no fixed abode presented as an emergency with a cough and shortness of breath. A chest radiograph showed a large left pneumothorax with a fluid level and mediastinal shift to the right (Figure 1). A chest drain was inserted which drained turbid fluid containing recognizable food. An oesophageal perforation was suspected, but a gastrografin swallow was normal. Culture of the fluid grew Streptococcus faecalis and multiple anaerobic organisms. The patient's condition deteriorated and operation was advised. A 50 mm defect was found in the left hemi-diaphragm through which there was an irreducible hernia of the splenic flexure of the colon. At the apex of the hernia the colon had perforated allowing the escape of semi-solid faeces into the pleural cavity. The colon was freed, the diaphragmatic defect repaired and the splenic flexure resected. Histology of the resected specimen showed no evidence of colitis or carcinoma. Postoperatively the patient had multiple complicationsincluding dehiscence ofthe wound, an anastomotic leak, Meleney's gangrene of the anterior abdominal wall and a left empyema. Even so, the patient recovered and left hospital after 4 months. During convalescence it was discovered that he had been admitted 18 months earlier having been stabbed in the left side of the chest. A chest radiograph taken at that time was normal and the injury was managed conservatively. 
Discussion
Post traumatic diaphragmatic hernia was first described by Sennertus in 1541 with the first successfulreduction and repair recorded in 1900 by Walker'. Delayed presentation of traumatic diaphragmatic hernia is well recognized'', but a spontaneous faeco-pneumothorax as the presenting feature has, so far as we are aware, not previously been recorded.
Acquired diaphragmatic hernias are more common on the left with only some 13%presenting on the right probably due to the liver acting as a buffer to injury on this side'', The causative trauma is either a severe' blunt injury or, less often, a penetrating injury such as a bullet or knife wound, as in this case. Most patients with delayed presentation have non-specific symptoms which include those of intestinal obstruction as well as chest pain and varying degrees of dyspnoea. The initial injury is often forgotten. As the diagnosis is frequently missed unless a high index of suspicion is maintained, the condition must be actively 0141·0768/88/ 090549·02/$02.00/0 © 1988 The Royal Society of Medicine considered after a careful history has been taken, paying special attention to any history of previous damage to the thorax. The stomach and the colon are the organs most frequently found in the chest with the gastric bubble often mistaken for a pneumothorax. Deaths due to diaphragmatic rupture result most often from strangulation of a herniated viscus, a complication which has a mortality of up to 66%4.
We believe that the left diaphragmatic hernia in this case was caused by the stab wound 18 months earlier. It is unlikely that the colonic perforation was caused by the insertion of the chest drain as the pneumothorax and faecal fluid level were present before the chest was drained. A preoperative diagnosis was not made and the patient was fortunate to survive. Asher (1949 )3, Jellinek (1962 )" and Tonks (1964 , 1975 5·6. The earliest report of mental symptoms in patients with phaeochromocytoma seems to be that of Medvei in 'Endocrine disorders and the mind' (1949)2 in which he described a case originally seen by him in 1933. The presentation of a further case to one of us (WRC) has stimulated us to report this and to undertake an updated review of the literature.
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Case report
The patient, a 37-year-old married woman, was referred to St Bartholomew's Hospital from another hospital in 1969 for investigation of hypertension. On admission, her resting blood pressure was 160/110. A few weeks prior to this admission she had experienced an acute anxiety state which responded to amylobarbitone. Soon after admission, an attack was observed in which she had jerking and aimless shaking of the limbs associated with tachycardia. At this time she complained of severe headache, throbbing and pain in the neck, palpitations, epigastric pain radiating to the lower chest, nausea and postural sickness. The attack lasted 10 min. Her blood pressure, which had been recorded earlier in the day at 180/130, rose during the attack to 220/120. Following this attack she became slightly confused and paranoid and required firm handling and reassurance. She also developed moderate hyperglycaemia and glycosuria which was readily controlled by a 100 g carbohydrate diet.
An IVU from another hospital had been reported as showing unilateral (left) atrophic pyelonephritis. A renal arteriogram showed a normal right kidney, but a small distorted left kidney without evidence of renal artery stenosis.
On the basis of her symptoms, however, a phaeochromocytoma was suspected. She was already on treatment with alpha methyldopa which interfered with the method used at that time for measurement of urinary vanillylmandelic acid (VMA). The methyldopa was discontinued, the patient discharged and readmitted after 6 weeks. Twenty-four hour urinary excretion of VMA was found to be 27 and 15 mg (normal I. 7-7.2 mgl24 h). During this period the patient had become increasingly depressed and aggressive.
At operation on the 14 April 1969, a 60x50 mm mass was found replacing the left adrenal gland. This was removed and histological examination confirmed it to be a benign adrenal tumour with the typical appearances of a phaeochromocytoma. At operation the left kidney was small, but did not have cortical scarring. The right kidney and suprarenal were normal.
The postoperative course was uneventful. Blood pressure readings ranged between 130/80 and 140/90 mmHg. A most remarkable feature was the change in her mental attitude. She lost her depressed, aggressive, paranoid manner and became placid and co-operative. Follow-up for another year showed no change -her blood pressure remained around 130/80 mmHg and her mental condition remained normal.
Discussion
Since Medvei's first observations (1949)2, the association of phaeochromocytoma with psychiatric disturbances has been reported by several authors. In 1955 Sulamaa and Wallgren? described the case of a 10·year-old boy subsequently shown to have a phaeochromocytoma who had presented with headaches, vomiting, restlessness, nervousness and fits of rage of 9 months' duration who had first been referred to the psychiatrist.
